Sir,

We would like to caution caregivers to be vigilant about the possibility of occurrence of a thyroid storm in the postoperative period even after total thyroidectomy. This risk may be more pronounced in adolescents noncompliant to medication intake. It is caused by the sudden excessive release of thyroid gland hormones into the circulation and may mimic malignant hyperthermia, but often lack muscle rigidity, severe acidosis and myoglobinuria. Treatment of a thyroid storm must be immediate, and should occur in an intensive care setting. The diagnosis of a thyrotoxic crisis is made on clinical findings. Most importantly, there is no difference in thyroid hormone levels between patients with "uncomplicated" thyrotoxicosis and those undergoing a thyroid storm. Any delay in therapy, e.g. by awaiting additional laboratory results, must be strictly avoided, because the mortality rate may rise to 75%. In adolescents and young adults, the fractional rate of turnover of T4 in the periphery is normally about 10%/d (half-life, 6.7 days),\[[@ref1]\] and the half-life of thyroxine is inversely related to the initial serum thyroxine levels.\[[@ref2]\] Large quantities of thyroglobulin are released into the blood during surgical manipulation of the thyroid,\[[@ref3]\] and metabolic and hemodynamic manifestations of thyrotoxicosis may be masked intraoperatively by anesthetics and sedation. Monitoring in an acute care setting with tight control of blood pressure is often needed to manage a developing thyroid storm. The possibility of acute postoperative thyroid storm leading to acute airway loss from an expanding neck hematoma should be considered in patients with poor medical compliance
